|.  Protecting the Well-being of Older Women

Because of demographics, publicly-funded services for elders disproportionately affect
women. In 2003 the U.S. Census Bureau estimated 13 percent of the Commonwealth’s
population was 65 years of age or over. However, a striking characteristic of the
population is that the ratio of men to women changes dramatically as the population ages.
Of the M assachusetts popul ation age 65

and over in 2003, close to 60 percent Figure 54

were women, but of the population 85

and above, 71 percent were women (see e y T ~
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Figure 54)_l assachusetts Population,

2003

Poverty among the elderly isalso
disproportionately concentrated among
women. According to figures from the
U.S. Census Bureau, approximately 9.4
percent of the Commonwealth’s elders
age 65 and above live below the officia
poverty threshold. Of these 75,000
persons, more than 53,000 — or 71
percent — are women.?
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The average older woman lives six years

longer than the average man, and is

therefore likely to be widowed and living | Sowree oS- Census Bureau )
alone. In Massachusetts, 37 percent of

women age 65 and over live alone, compared to 18 percent of men.® More than half of
the Commonwealth’s women 65 and over are separated or have been divorced or
widowed.*

Age

Older women living alone are particularly vulnerable to poverty. Datafrom the 2003
Census Bureau estimates indicate that approximately eleven percent of women 65 and
over in Massachusetts live below the poverty level, compared to approximately seven
percent of men.> According to research conducted by the Massachusetts Institute for a
New Commonwealth (MassINC), “of all the factors associated with poverty in old age,
the most critical is to be awoman without a husband.”®

There are avariety of factors that lead to thisrelatively high poverty rate among older
single women. Older women are more likely to have had an employment history
interrupted by the responsibilities of raising children or caring for other family members.
Women are also more likely to have spent some portion of their employment working
part-time, and are more likely to have had employment with relatively lower wages.
These lower lifetime earnings lead to women'’ s increased economic vulnerability at
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retirement. In addition, because women typically rely upon retirement income associated
with their spouse’ s employment, and because women typically outlive their spouses, the

financial status of married older women often changes dramatically when their husbands
die.

Community-based Elder Care Services

The population of eldersliving within the community is becoming increasingly frail —
both because of the aging of that population, but also because of the extensive network of
services available in the Commonwealth that are explicitly designed to alow frailer
eldersto remain in the community and at home.

Among the elders living in the community, women tend to be frailer than men.
According to data from the 2002 Census, in Massachusetts 21 percent of women aged 65
and over living in the community (that is, not in a nursing home or other institution)
reported having two or more disabilities. The disabilitiesincluded in this survey were
sensory disabilities, physical disabilities, mental disabilities, disabilitiesin self-care, and
disabilities that would affect the elder’ s ability to go outside alone. Only 17 percent of
men reported having two or more disabilities.’

Almost one-quarter of American households provide care to older friends or relatives,
and nearly three-quarters of the caregiversto elders are women.? In order to livein the
community, elders— particularly those who are frail —draw heavily on support from an
informal caregiving network of family and friends. Women are both the primary
beneficiaries of these networks and primary caregiversin them. According to arecent
study, 28 percent of frail elders drew on spouses for support, 18 percent relied upon a
daughter, and 13 percent relied upon a son.”

Thereisavery low rate of women over age 65 without health insurance, because most
elders have health insurance through the federally-funded Medicare program. Medicare
(Parts A and B) cover hospital inpatient care, aswell as outpatient care such as physician
care, tests, durable medical equipment, hospice care, skilled nursing care and some home
health care. Medicare Part C (“Medicare Advantage”) provides for Medicare benefits via
private health plans. Medicare Part D —a new prescription drug benefit that will be
implemented in 2006 — will provide coverage for some prescription medications.’® Many
elders also purchase private “Medigap” insurance policies to cover some of the areas not
covered by Medicare. Medigap policies also typically pay for some of the Medicare
deductibles and co-payments.™

Although Medicare provides coverage for many acute care health needs, it is not
comprehensive. Most significantly, Medicare does not cover what is known as “custodial
care,” or non-medical long term care. Nationally, approximately 20 percent of women
receiving Medicaid are age 65 or older.*> For low-income elders the Medicaid program
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(“MassHealth”) provides wrap-around coverage for people dually eligible for Medicare
and Medicaid, and also is a significant payer for long term care. In 2002, M assachusetts
spent approximately $3.64 billion on Medicaid for dually-eligible people. Of that total,
$2.49 hillion was for the costs associated with long term care. Because of the federal
match available for Medicaid services, however, roughly half of this was state dollars.*®

For very low-income women who are dually eligible for Medicare and Medicaid and
whose incomeis low enough to qualify for federal Supplemental Security Income cash
assistance (74 percent of the federal poverty level), Medicaid covers prescription drugs,
long term care and home health care, as well as payment for Medicare cost-sharing
(premiums and co-payments) and deductibles.

Long term care for elders in Massachusetts is available through a broad continuum of
services, paid for through a combination of private resources, and state and federal
dollars.** When elders have afriend or family member to rely on, they will, and many
elders pay privately for long term care. However, when an elder is poor, or without
peopleto rely on, or when the elder becomes increasingly frail, it is often difficult for the
elder to coordinate all of the supports that he or she might need to remain in the
community. Without appropriate supports in the community, the elder runs the risk of
increasing frailty. Asone analysis summarized:

Institutional care isthe only place where thereis an established integrated system
to pay for elder meals, a bed, chore services, protective services, public safety,
medications, mental health supports, medical care, and case management. Itisthe
default locus of care when any gap in services for the poor becomes so great that
an illness or significant frailty results.”

Nation-wide, more than 80 percent of elders who receive long term care or support livein
the community (rather than in along term care facility.) Massachusetts developed the
Elder Home Care program to begin to address some of the needs of eldersin the
community. Administered by the Executive Office of Elder Affairs through alocally-
based network of Aging Services Access Points (ASAPs), the Home Care Program
provides a variety of supports to elders who need assistancein daily living skills. The
ASAPs also serve the critical function of coordinating care and screening elders for
eligibility in the range of programs available. Community supports and services are
designed to allow elders to remain independent and in their homes in the community as
long as possible. There are also particular programs within the system of services
available for elders that provide support to the caregivers of elders in the community.

Eligibility for the state’ s elder Home Care program rests on three criteria: age, functional
need, and finances. Services are available for persons 60 years of age or older, or for
persons under the age of 60 with a diagnosis of Alzheimer’s disease and in need of
respite services. Each applicant is evaluated for level of functioning, based on a number
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of activities such as meal preparation, mobility, and ability to dress one's self. Finaly,
elders must have low or moderate incomes to receive home care services, and for some
eldersthereisarequired co-payment. Respite services are available to al eligible elders,
based on a dliding fee scale.

The Elder Home Care program is

Figure 55
aprogram largely for women (see

Elder Home Care Caseload Figure 55). Of the 40,000 elders
receiving services from the
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alone and therefore in need of
some sort of community-based care are more likely to be women.

In addition to the state-funded Elder Home Care Program, the state has used funding
available through a Home- and Community-Based Waiver Program within the Medicaid
program to develop an extensive network of services that blend the supports paid for by
Medicaid with the state-supported community-based long term care. Among the
coordinated models the state has developed is the Community Choices Program which
allows for Medicaid coverage of an expanded list of intensive community services elders
who would otherwise be eligible for nursing home placement.

Along with Community Choices, the Commonwealth has implemented the federal
Program of All-Inclusive Care of Elders (PACE), which provides a comprehensive array
of medical and socia servicesto frail nursing home eligible elders. These services—
which may be delivered in the home, in an adult day health care setting, or in particular
inpatient settings, are coordinated by ateam of health professionals from one of six
community-based health care facilities. Persons participating in the PACE program
receive health care benefits under the MassHealth Standard program.*®

The Senior Care Options Program, implemented in the spring of 2004, combines
Medicare and Medicaid services with social service supportsto allow eldersto remain in
the community. This voluntary managed care program includes coverage of primary and
preventive care, inpatient care, community- and institution-based long term care, as well
asavariety of other supports.
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In addition to these particular programs, there are assisted living facilities, continuing
care retirement communities, home health and visiting nursing organizations, and
councils on aging — all of which combine to create a broad array of supports that alow
the Commonwealth’s elders to remain in the community.

Impact of Changes during the Fiscal Crisis

Because of the complex interplay of state funding for community-based long term care
services, and the addition of federal Medicaid dollars to supplement that funding,
tracking the direct budgetary impacts of the fiscal crisis on payment for long term care
for women in the Commonwealth is problematic. However, there are several points to

keep in mind:

e Theshareof eldersin the state’ s population is growing, and will continue to
increase with the aging of the “Baby Boomer” generation.

e Theolder population is growing increasingly older as life expectancies increase.

e Eldersare more likely to be single women, and living in the community, rather
than in institution-based long term care facilities.

e Ingtitutional long term careistypically more expensive than community-based
long term care, but that difference diminishes as the elders in the community

become frailer.

During the fiscal crisis, as Figure 56 indicates, the state’ s network of long term care
supports did not keep pace with the growing demands of an aging population.
MassHealth enrollment in the programs for community-based supports for elders,
MassHealth enrollment in the programs providing payment for institutionally-based long-
term care, and enrollment in the Elder Home Care program all remained relatively flat, or

Figure 56
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slightly declined as a percentage of the
state’ s population.

Similarly, not only did long term care
support for women not keep pace with
the growing population, the total
number of women receiving
MassHealth support for both
community-based care and institutional
care declined. The number of women
receiving MassHealth for institutional
care between 2002 and 2004 declined
by approximately six percent or close
to 1,500 women (from 25,300 to
23,800). This decline was not matched



by an increase in MassHealth support for community care, however, since those
programs increased only by just 400 women — an increase of only one percent (from
approximately 48,000 to 48,400 women).*” Between 2002 and 2004, the Elder Home
Care Program caseload increased by only ten women.*®

During the fiscal crisis, the Commonwealth continued its intention to expand the
community-based options for frail elders, in order to stave off institutionalization. At the
same time, the Commonwealth attempted to ease the costs to the state of Medicaid-
funded long term care by tightening eligibility thresholds, proposing increases in asset
tests for program eligibility, and changing the rate structure for nursing homes.

For example, in January 2003 the Acting Governor determined that an elder living in the
community (the “community spouse”’) would be able to keep fewer of the joint assets of
his or her marriage when his or her spouse applied for MassHealth to pay for the costs of
nursing home care. Later that year, new rules required that the spouse living in the
community (*the community spouse”’) would no longer be able to keep some of the
nursing home resident’ sincome and all of their joint savingsin order to meet his or her
personal financial needs. These rules required that the community spouse give up half of
his or her jointly-held assets to the nursing home, and their joint income (rather than their
assets) would be counted as the primary means of support for the community spouse.
Under these rules, if the spouse in the nursing home were to die, the joint income of the
surviving “community spouse” would drop, and jointly-held assets would have already
been depleted to pay for the costs of qualifying for Medicaid-supported nursing home
care. The“community spouse” would be at real risk of impoverishment.® Theserules
were modified again during the course of fiscal year 2005 budget proceedings.

The Commonwealth has a so attempted through the budgetary process to expand the
ways in which assets are counted for Medicaid-funded long term care as away to limit
access to the program. In fiscal year 2004, the Legidature initially directed MassHealth
to seek afederal waiver that would allow Massachusetts to increase the amount of time it
could “look back” into an elder’ s financia transactions to determine whether that elder
had improperly disposed of assets presumably to qualify for Medicaid. If aperson gives
away assets sufficient to qualify for Medicaid asset limitations within 36 months of
application for Medicaid, or if a person gives assets to a trust within 60 months of that
application, the elder would be deemed ineligible for Medicaid for a certain period of
time.?® Although this proposal has not yet been implemented pending federal approval, it
signals the clear intent of the Commonwealth to continue to increase the share of elder’s
assets used to pay for long term care.

Older women in the Commonwealth are financially vulnerable, and have become more so
with the implementation or intended implementation of the kinds of proposals that |eave
them with fewer and fewer resources to remain independent, financially-solvent, and in
the community. With continued attempts to encourage the use of federally-funded
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M edicare-supported home health care, and shifting more of the costs to the income and
assets of eldersin the community, the state has responded to the fiscal crisis by
attempting to limit its share of the rapidly rising costs of long term care.
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